Objective: Trichobezoar consists of a compact mass of hair occupying the gastric cavity to a various extent. When the trichobezoar extends past the duodenum it is better referred to as Rapunzel Syndrome. Although trichobezoars are well described in terms of surgical diagnostic and procedure, there are only but very scarce reports on psychiatric literature, usually associated with trichotillomania. The authors present a clinical case of trichobezoar and discuss the most relevant aspects concerning this entity.
INTRODUCTION
Trichobezoars were first described by Baudomant in 1779 [1, 2] , consisting of a compact mass of hair, occupying the gastric cavity to a various extent. The term "bezoar" is thought to be derived from the Arabic word for antidote -"bazahr" or "badzehr", because stones obtained from the stomach or intestines of animals were thought to have medicinal properties [2] [3] [4] .
Bezoars can be classified in four types: phytobezoar (vegetable); trichobezoar (hair); lactobezoar (milk/curd) and miscellaneous (fungus, sand, paper, etc) [5] . They are usually found in the stomach, but they may also be found in the duodenum and other parts of the intestine [3, 6] . The most frequent type of bezoar in adults is phytobezoar, while trichobezoars are more often found in children and teenage girls [7] . The pathogenesis of bezoars is not consensual. It is believed that the smooth surface of hair does not allow for its propagation through peristalsis, getting trapped in the mucosa [7] . However, the stomach of normal individuals is able to clear even large foreign bodies in up to 80 to 90% of the *Address correspondence to this author at the Department of Psychiatry and Mental Health, Hospital Infante D. Pedro Rua Artur Ravara 3810-AVEIRO Portugal; Tel: +351 93 6673106; Fax: 234 378 395; E-mail: tiagoazevsantos@gmail.com cases, which may imply that bezoar formation occurs in the presence of both altered gastric anatomy or physiology and continued ingestion of the offending substance [8, 9] . When the trichobezoar is seen extending from the stomach to various lengths of the intestine is called "Rapunzel Syndrome", for its resemblance to a tail [10, 11] .
Trichobezoars present with signs and symptoms of acute abdomen and gastric tract obstruction. These include abdominal pain, nausea, bilious vomiting, hematemesis, anorexia, early satiety, weakness, weight loss and abdominal mass, depending on the degree of obstruction [5, 10, 12] . The diagnosis of trichobezoars is based on imagiologic evidence. Ultrasonography is effective in detecting an epigastric mass, although CT-scan is more accurate in revealing a characteristic bezoar image and allowing the identification of the presence of additional gastrointestinal bezoars. The definite diagnosis is established by endoscopy [5, 8, 13] . Trichobezoars demand aggressive treatment, often implying surgical intervention, without which mortality rates may be high [3, 4, 6] .
Trichobezoars are usually described in the context of an underlying psychiatric disorder, trichotillomania in particular which is also implicitly taken as cause of it, and usually accompanied by characteristic features such as signs of alopecia [5] [6] [7] 11] . Although trichobezoars are well described in terms of surgical diagnosis and procedure, there are only but scarce reports on psychiatric literature. This case report describes the case of a 27-year-old female patient diagnosed with a trichobezoar who had a previous similar diagnosis without any psychiatric evaluation or management.
CASE REPORT
A 27 year-old caucasian woman presented to the Emergency Department with bloating and weight loss for two months and recent episodes of epigastric pain, nausea and vomiting of increasing frequency and severity. Her physical examination revealed the presence of a large, hard, solid mass from epigastric to periumbilical region, mobile and painless with no other remarkable features. On further evaluation, a microcytic anemia was detected; an abdominal ultra-sound revealed a highly reflective structure not allowing in-depth evaluation, and a CT-scan reported a distended stomach, filled with heterogeneous density material, probably bezoar (Fig. 1 ). An upper endoscopy was eventually performed, confirming the presence of a trichobezoar occupying all gastric cavity.The patient had a previous history of a trichobezoar surgically removed in 2000, and no personal or family psychiatric history. The treatment consisted of an anterior gastrotomy with removal of bezoar and biopsy of existent gastric ulcer, which revealed the presence of human hair (Fig. 2) .
PERSONAL HISTORY AND FOLLOW-UP
M. comes from a low income family of 8 brothers and sisters, and she is the second youngest. Her parents are small farmers, and all work in the family farm. None of them studied beyond primary school. Although poor, they are respected members of the community, a small village of a rural area. There is no known psychiatric history in the family.
M. was born at home, after a normal pregnancy. Although brought up like her brothers, M. revealed herself a student above average and didn't like working in the fields, a job she considered "too heavy and with no future". In spite of her relative success, M. dropped school at the age of 11, by her parents' decision and against her will. She worked on the farm and in a few random unqualified jobs.
At the age of 14, M. met her future husband, six years older, and three months later they decided to live together in his village nearby. M.'s family didn't approve their relationship, but she keeps up to her decision and left home, breaking the ties with her father and some of her brothers. M.'s wishes of continuing studying were supported by her husband; she graduated from junior high and took professional courses. They married when she was 17 and the couple moved next to her mother-in-law, who had a very dominant role in the family and over her husband. After a few months he immigrated and left Mary, pregnant, living with his mother, with whom she described having a "difficult and tense relation".
Two months after their first child is born, a first bezoar is detected and removed. M. didn't know how to explain to her husband or to the other family members, who "didn't make many questions". She kept living next to her mother-in-law while her husband was away. Four years later, her second son was born, and 4 years after that M. is again hospitalized for a second bezoar extraction, described in this case report.
During psychiatric follow-up, the patient always denied trichotillomania or trichotillophagia, revealing anxiety and shame regarding the subject. She showed no depressive or psychotic symptoms, suicidal ideation or other psychiatric symptoms besides episodic anxiety and initial insomnia; she mentioned that on those occasions, "I tend to become very nervous sometimes, and when that happens I can't remember many things I do…". The patient was medicated with fluoxetine 20mg and risperidone 0,5mg, showing "mild improvement" in such episodes.
However, the follow-up was interrupted four weeks after the surgical discharge; the patient decided to move next to her husband without further notice, although several contacts were made to resume evaluation.
DISCUSSION
The case presented is one of the rare reports of trichobezoars in psychiatric literature. To the author's knowledge, only three similar cases have been reported [3, 7, 11] . On the contrary, surgeons and paediatricians have abundant descriptions of trichobezoar cases, suggesting that this condition is not uncommon. As Bouwer and Stein point out, it is also striking that trichophagia was described a century before trichotillomania, while an early case series of trichobezoars remains larger than most case series of trichotillomania patients [3, 6, [13] [14] [15] .
Trichobezoars are usually associated to underlying psychiatric disorders, such as depression, obsessive-compulsive disorder, body dysmorphic disorder and, particularly, trichotillomania [5, 8, 10] . However, their prevalence and co-morbidity is unclear. Depending on the case series, 5 to 30% of the patients with trichotillomania engage in trichophagia [3, 7, 11] , while 1 to 37,5% of these will develop a trichobezoar [3, 11, 16, 17] . An explanation for such disparities may be the fact that most trichotillomania patients are referred to psychiatry units by their own initiative, possibly limiting the physical consequences of their disorder [3] , while trichobezoar patients are usually referred in a late stage to surgery units. On the other hand, these patients may not be identified by clinicians as having a psychiatric problem, or they may simply be lost in psychiatric referral after surgical recovery. This was the case of the patient described, who never recognized engaging in trichotillomania or trichophagia, and didn't have any signs which could suggest such behaviour. It is reasonable to assume that the degree of shame or guilt was enough for the patient to abandon the psychiatric treatment after a short period.
The case described also challenges the usual concept of impulsivity versus compulsivity. It is not clear whether the patient would engage in trichophagia as an impulsive condition, more related to trichotillomania, or closer to OCD phenomenology, despite the current discussion over the validity of such diagnostic classifications [18] [19] [20] .
According to a vulnerability-stress model, it is pertinent to assume that the patient's premorbid personality traits, such as consciousness, perfectionism and introversion, interacted with a constellation of stressing life-events in a systemic fashion. M.'s ambitions diverge from what her social and familiar background expects from her; she found a supporting partner, but at the cost of disrupting the relation with her family. Her new environment is not protective and her husband, her safety reference, went abroad. M. is not confident in her boundaries and avoids conflicts at any cost, getting caught in a dilemma: staying with her husband's family or returning home and facing overt criticism and hostility. The authors assume that these factors combined induced a degree of distress which triggered the clinical picture. Interestingly, during the short psychiatric follow-up, no member of both families was available for an interview, nor the patient expressed comfort regarding such possibility.
Considering the ego-dystonic nature of the behaviour revealed by the denial and shame, along with the stereotypic nature of the trichophagia behaviour, the authors tend to an obsessive-compulsive background, in spite of affirming the interest in recent proposals of models of impulsivecompulsive spectrum [19, 20] .
The early detection of trichophagia and trichobezoar depends on an effective screening for trichotillomania and related behaviours, in order to prevent a possibly lifethreatening condition with important medical and surgical morbidity. Such effort must include a better collaboration between medical and surgical specialties, dealing with particular aspects of therapeutic relationship regarding shame and guilt as well as considering that trichophagia may be more often present than the majority of clinicians, psychiatrists in particular, would expect.
LIST OF ABBREVIATIONS
None.
